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ABSTRACT 
Quality of life research in chronic schizophrenia has not adequately focussed upon 
psychometric properties of the disease specific scales (including Quality of Life Scale); especially in 
the cross-cultural perspective. The authors attempted to assess certain psychometric properties of 
the Quality of Life Scale (QLS); modified as per the Indian cultural background Fifteen patients of 
ICD-10 chronic schizophrenia and their key relatives were administered QLS and rated by two 
investigators. Patients were also administered Lehman's Quality of Life Interview-Brief Version. 
Correlation coefficients were high for inter-rater reliability and divergent validity and inconsistent for 
convergent validity. Results support the original construct of QLS and demonstrate its easy cross-
cultutral applicability to key relatives by clinicians. 
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Health interventions are meant not to 
merely extend the duration of life, but also to 
enhance the quality of life (QOL). QOL has been 
conceptualized as a multifaceted construct that 
encompasses the individual's behavioural and 
cognitive capacities, emotional well-being and 
abilities requiring the performance of various 
domestic, vocational and social roles (Tartar et 
al.,1988). The current interest in QOL 
measurement stems from the need to establish 
standards to monitor the outcome of health 
interventions (Leplege and Hunt,1997). 
It is generally agreed that QOL measures 
should reflect perceptions of the patient 
(Pearlman & Jonsen,1985). The available QOL 
instruments include generic and disease-specific 
instruments The generic instruments, being too 
broad based, are time consuming (Schumacher 
et al.,1991). The disease specific instruments, 
focussing more on the areas routinely explored 
by the clinicians, reduce the patient burden and, 
thus, improve response pattern (Lehman, 1996). 
The past two decades have seen the 
development of disease specific instruments for 
severe and persistent mental illness, and also 
specifically for schizophrenia (Lehman,1996; 
Barry and Zissi, 1997). The instruments for 
schizophrenia, even when using objective or 
clinician rated items', rely heavily on patient self-
report and have led to a debate regarding their 
psychometric properties (Lehman et al.,1993). 
The QLS (Heinrichs et al ,1984), 
developed for schizophrenia, has been used 
widely in different cultures eg USA (Lehman et 
al.,199.3; Heinrichs etal ,1984), Ireland (Browne 
etal 1996) India fChaturvedi et al 1997) The 
cross-cultural applicaoility of QLS can be 
questioned on the basis that the concep* of QOL 
is still not clear and universally applicable 
(Leplege and Hunt,1997) and that the cultural 
and linguistic factors influence many variables 
pertinent to the study of health and illness (Hunt 
and Wilklund,1987). For example, QLS places 
a lot of emphasis on the type of activities 
engaged in and the relative value placed on 
them, by the person. In addition, despite its wide 
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usage, the validity of QLS has not been 
commented upon (Lehman,1996; Barry & 
Zissi,1997) while the inter-rater reliability has 
been reported in only one study (Browne et 
al.,1996). Thus the lack of measurement of the 
psychometric properties on one hand and the 
confidence placed on the results of the cross-
cultural usage of QLS on the other, poses serious 
conceptual problems regarding the 
generalizability and comparability of the results. 
All these considerations prompted the 
present research, which was aimed at evaluating 
the psychometric properties of QLS in a non-
western setting. The objectives were of 
assessing (a) inter-rater reliability (b) convergent 
validity (comparison of QLS with another 
disease-specific scale) and (c) divergent validity 
(comparison of patient's QOL from the 
perspective of both patient and the key relative). 
MATERIAL AND METHOD 
Sample : The sample consisted of 15 patients 
with an ICD-10 (WHO,1992) diagnosis of 
schizophrenia and their key relatives (n=15). The 
subjects were attending the outpatient clinic of 
the department of psychiatry of the Postgraduate 
Institute of Medical Education and Research, 
Chandigarh; a tertiary care referral centre located 
in Northern India. The patients, aged between 
18 and 50 years, were ill for 2 years or more. 
They had been clinically stable for at least 3 
months, the clinical stability was defined as the 
drug dosage not having been increased by more 
than 50% during the 3 months immediately prior 
to the study. The patients having associated 
major chronic physical illness, organic brain 
disease or substance (except tobacco) abuse 
were excluded. The key relatives were healthy 
subjects of either sex, aged between 18 and 50 
years and staying with the patient for at least 
the recent two years. The relatives with any 
psychiatric disorder, major chronic physical 
illness, organic brain disease or substance 
(except tobacco) aDuse were excluded. 
Assessment of psychopatholoqy : Manifest 
psychopathology in patients was assessed by 
means of Brief Psychiatric Rating Scale (BPRS) 
(Overall & Gorham,1962). 
Assessment of QOL : For the assessment of 
QOL, two disease-specific scales were used. 
Quality of Life Scale (QLS) (Heinrichs et 
al.,1984), a semi-structured interview to assess 
the deficit syndrome in patients with 
schizophrenia, is used for objective 
measurement of the patient's QOL. It provides 
a framework of questions, which are rated by 
trained clinicians and can be altered or added 
as per the requirement. The 21 items assess four 
domains viz. interpersonal relations, 
instrumental role functioning, intrapsychic 
foundations, and common objects and activities 
during the preceding four weeks The ratings 
range from 0-6 and the score is inversely 
proportional to the degree of impairment. The 
scale requires about 45 minutes for 
administration, and has been shown to have 
good inter-rater reliability (Heinrichs et al.,1984). 
For use in the Indian setting, after a 
preliminary trial on 3 patients, certain items were 
modified in keeping with the socio-cultural 
background of our patient population. Questions 
were added to items nos. 8 (If single- Did you 
have sexual activity?), 9 (How many hours a day 
did you work?; If studying - Have you been 
studying?) and, 15 (Have you heard the local 
gossip/conversation?); statements were 
modified in items nos. 18, 19 (Appendix). Also, 
for assessing objective (c) of the study, item 
number 21 was not rated from the relative's 
perspective and was excluded from analysis 
(because the item required the interviewer to rate 
the patient's interaction with the relative). 
Lehman's Quality of Life Interview-Brief 
Version (QOLI) (Lehman et al.,1994) is a 
structured questionnaire to assess the life 
circumstances of persons with severe and 
persistent mental illness, including 
schizophrenia. It covers eight life domains : living 
situation, daily activities and functioning, family 
relations, social relations, finances, work and 
school, legal and safety issues, and health. It 
also has two items on global well being This 
scale has 74 items, takes about 16 minutes to 
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, complete, and has good psychometric 
/ properties. The domains are assessed in terms 
of both objective and subjective evaluation of 
QOL. This scale was used for assessing 
convergent validity with the QLS. 
Assessment procedure: The data were collected 
over two interviews of the patients and their key 
relatives who fulfilled the proposed inclusion and 
exclusion criteria. At the first assessment, 
patients and their key relatives were 
administered the QLS. For each pair of patient 
and relative, two clinicians (NG and AL) rated 
the QOL of the patient. One clinician (AL) acted 
as the principal interviewer with the other (NG) 
rating on the basis of such information obtained. 
It should be mentioned here that, at the time of 
assessment, the patient and the key relative were 
interviewed separately. Additionally, rating of 
psychopathology for the patient was done using 
the BPRS. 
The second assessment was made at an 
interval of 7-28 days (mean±s.d=18.42±8.67). 
* The two assessments were spaced out to 
minimize both the carry-over effect of the 
response to QOL instruments as well as any 
actual change of QOL between the two 
assessments. In the second assessment, the 
psychopathology was reassessed using BPRS 
and the QOLI was administered by one of the 
investigators (AL) to the patient group. 
Statistical analysis : The data were analyzed 
using Chi-square test, t-test and Spearman's 
Rank Order Correlation. 
RESULTS 
The meams.d. age at intake for the patient 
and relative groups was 32.47±8.34 and 
46.53±5.73 years respectively. There were more 
* unmarried subjects in the patient group (n=11) 
than in the relative group (n=2) (X
2=10.99, d.f =2, 
p<0.01). Also, more patients were unemployed 
(5 versus 0) or housewives (7 versus 3) 
(X
2=12.10, d.f.=2, p<0.01). Both groups were 
comparable on rest of the socio-demographic 
variables e.g. sex, education, locality, family type. 
The clinical profile of the patient group 
(n=15) was : duration of illness ranged from 24 
to 288 months (meanls.d.=114.8+95.6 months); 
the period of stability ranged from 3-72 months 
(mean±s.d.=21.5±18.5 months); the patients 
were receiving daily dose of chlorpromazine 
equivalents ranging from 75-1000 mg 
(mean±s.d.=543±376 mg); paranoid (40%) and 
undifferentiated (40%) sub-types were the 
commonest. 
The BPRS scores at first assessment 
(mean±s.d.=24.37±5.81) and second assessment 
(mean±s.d.=24.11±5.45) were comparable 
(t=1.081; p>0.05). 
As shown in table 1, the Spearman's rank 
order correlation for inter-rater scores on the QLS 
was 0.893 (p<0.01) for total scale and for various 
domains ranged from 0.646 (p<0.05) to 0.894 
(p<0.01). 
As shown in table 2, the correlations of 
scores between different QLS and QOLI domains 
ranged from a low of 0.168 and 0.383 (p=NS) to 
a high of 0.722 and 0.806 (p<0.01). 
TABLE 1 
TOTAL AND DOMAIN-WISE CORRELATIONS 
FOR INTER-RATER SCORES ON QUALITY 
OF LIFE SCALE (QLS) 
Variables 
Interpersonal relations 
Instrumental role functioning 
Intrapsychic foundations 
Common objects and activities 
Total score 
R'value 
0.885 
0 894 
0855 
0646 
0 893 
P< 
0.01 
001 
0.01 
0.05 
0.01 
TABLE 2 
CORRELATION BETWEEN SCORES FOR 
DIFFERENT DOMAINS OF QOLI AND QLS 
Variables 
Common activities (QLS) 
v/s daily activities and 
functiong(QOLI) 
Interpersonal relations (QLS) 
v/s frequency of social 
contact (QOLI) 
Intrapsychic foundations (QLS) 
v/s general life satisfaction (QOLI)* 
Instrumental role functioning (QLS) 
v/s work in the past 1 year (QOLI) 
R'value 
•0 383 
0.806 
0168 
0722 
P< 
NS 
0.01 
NS 
0.01 
* Subjective domain of QOLI 
NS = Not significant 
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As shown in table 3, the correlation 
between total and domain-wise scores of QLS 
in the patient and relative groups ranged from 
0.755 to 0.976 (p<0.01). 
TABLE 3 
CORRELATION BETWEEN TOTAL AND 
DOMAIN-WISE SCORE OF QLS IN PATIENT 
GROUP (N=15) AND RELATIVE GROUP (N=15) 
Variables 
Interpersonal relations 
Instrumental role functioning 
Intrapsychic foundations 
Common objects and activities 
Total score 
R'value 
0.829 
0.976 
0.755 
0.867 
0.818 
P< 
0.01 
0.01 
0.01 
0.01 
0.01 
DISCUSSION 
Sample: Our patient group is comparable to that 
of Browne et al. (1996) in terms of the illness 
being chronic (>2 years duration) and stable (in 
terms of antipsychotic dose). This increases the 
comparability of our results with that by Browne 
et al. (1996). The excess of unmarried subjects 
among our patient group can be attributed to 
their mental illness (Thara & Srinivasan,1997). 
Reliability : Heinrichs et al. (1984), the original 
developers of QLS in USA, had obtained 
reliability correlations for various domains 
ranging from 0.91 to 0.97. Browne et al. (1996) 
from Ireland, reporting on only 7 patients, also 
obtained high correlations for various domains 
ranging from 0.92 to 0.98. We obtained 
comparatively lower correlations i.e. 0.89 for the 
total score and 0.65-0.89 for the various 
domains. This high reliability in three different 
cultures suggests that the QLS can be applied 
by clinicians easily, with modest expertise or 
experience. Thus, QLS can be said to have 
reliable cross-cultural applicability 
Convergent validity : The use of QOLI for testing 
convergent validity of QLS suffered from some 
limitations. While QOLI is a structured 
instrument, uses a time frame of 1 year, and 
makes both subjective and objective assessments; 
QLS is a semi-structured instrument, uses a time 
frame of 4 weeks, and makes only objective 
assessment. Also, some of the items in both 
scales are not exactly comparable. 
As reported by Lehman et al. (1993) earlier, 
we compared three objective domains from each 
scale and also the objective intrapsychic 
foundations (IPF) domain of QLS with the 
subjective general life satisfaction (GLS) domain 
of QOLI. Of the four domains compared across 
the two scales, the correlations were high for two 
domains and non significant for the other two. 
These findings do not show a consistent pattern 
when compared to the findings of Lehman et al. 
(1993). This difference may be attributed to 
variables like differing sample size, diagnostic and 
evaluation procedures, -and cultural differences. 
The IPF domain is the key domain of QLS which 
is based entirely on the schizophrenic patient's 
intrapsychic subjective elements (Heinrichs et 
al.,1984). Our finding of the lowest correlation 
value for the IPF domain (of QLS) and the GLS 
domain (of QOLI) could be attributed to the 
comparison of an objective domain with a 
subjective domain. This finding is consistent with 
some of the previous research (Carpiniello et 
al., 1997; Atkinson et al., 1997), but not with others 
(Rodder-Wanner et aL, 1997; Trauer et al, 1998). 
Had convergent validity been demonstrated, this 
data on convergence of patients' and clinicians' 
assessment would have strengthened the case 
for QLS and QOLI substituting for each other. The 
lack of convergent validity between QLS and QOLI 
may be attributed to the differences in the basic 
construct of the two scales. QOLI having been 
developed for use in severe and persistent illnesses, 
it focusses more on the general state of the severe 
and persistent mentally ill, including schizophrenia. 
In contrast, QLS, having been developed for chronic 
schizophrenics, focusses more on the deficit/ 
negative syndrome of schizophrenia. Thus, while 
QOLI is applicable to the severe and persistent 
mentally ill, including patients of schizophrenia, QLS 
is a more schizophrenia-specific scale (Heinrichs 
et al.,1984). 
Divergent validity: The QLS was developed with 
the assumption that the psychopathology in 
schizophrenia has an intrapsychic foundation 
and therefore can be best accessed through the 
patient's self-report (Heinrichs et al.,1984). 
However, the authors had discussed the need 
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for evaluating the applicability of QLS using other 
I sources of information, including the patient's 
relatives. But, this aspect has not been reported 
in the previous research on QOL using QLS. Our 
study demonstrates a high degree of correlation 
between the clinician's assessment of the 
patients' self-report versus the key relatives' 
report. This finding, strongly arguing against the 
presence of divergent validity of QLS, 
emphasizes the easy applicability of QLS from 
the patient's relative in case the patient is unable 
or unwilling to make a self-report. 
In conclusion, these results for convergent 
and divergent validity of QLS may have been 
influenced by the culture-based modifications 
carried out by the authors. Further research from 
India and other cultures to confirm or refute these 
findings will ensure comparability of QOL 
research in schizophrenia. This would 
additionally lead to a better understanding of the 
areas of intervention and resource allocation for 
the same. 
Despite its limitations of small sample, 
possible bias in ratings for both scales, and lack 
of standardized translation, this study supports 
QLS as reliable and specific construct for the 
negative state' that can be applied to the key 
relatives for assessing QOL in schizophrenia. 
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* Correspondence 
Item 18 
Original 
Driver's license 
Credit card 
Social security/Medical 
assistance card 
Map of the city 
Own alarm clock 
Overnight bag 
Library card 
Postage stamps 
APPENDIX 
Item 19 
Modified Original 
Ring/ornaments Gone to movie or play 
Handkerchief 
Pen/pencil Eaten in a restaurant 
Mirror 
A clock Participated in a public 
Bag gathering 
Radio/transistor 
Table/chair 
Modified 
Gone to movie/play 
on watched a TV prog. 
Eaten in a friend's 
house/hotel/ 
restaurant 
Participated in a 
public gathering/ 
festival 
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